The two studies address similar questions, but arrive at different conclusions. 7,'~ Although the survey study suggests that cardiologists use more ACE inhibitors and at more adequate doses, it is limited by nonresponse and by the artificiality of this type of survey research. The second study, based on "real world" treatment, demonstrates no differences but is limited by a lack of information about the indication for the ACE inhibitor, possibly the inability to detect clinically meaningful differences, and the limited generalizability of a single center study. Ove~ all. the studies suggest that cardiologists may be more likely to be using ACE inhibitors as empiric therapy for CHF mid titrating the dose appropriately, and generalist physicimls may be more likely to be using ACE inhibitors to treat symptoms and high blood pressure.
C
ongestive heart failure (CHF) causes significant mor bidity and mortality in the United States. As of 1995. 4.7 million people in this country had been diagnosed with CHF. The 6 year mortality rate reaches 80('/o in men and 65% in women. 1 Over the last 10 years, advances in our understmlding of heart failure have led to new therapeutic developments. One such therapy is the angiotensin~eonverting enzyme (ACE) inhibitor,
In the late 1980s to early 1990s several pivotal, randomized controlled trials showed the benefit of such ther apy in CHF. One of the early trials was the SOLVD trial, which showed that enalapril, added to conventional therapy, significantly reduced mortality and hospitalizations in patients with decreased left ventricular function, ~ At the same time. the SOLVD investigators evaluated the effect of enalapril on mortality and morbidity in asymptom atic patients with reduced left ventricular function, and demonstrated an 80/0 reduction in mortality and a 37o/o reduction in the development of heart failure. 3 Other stud ies have confirmed the substantial benefit of using ACE inhibitors in other patient groups, including those with CHF after myocardial infarction. 4 Despite the overwhehifing evidence that ACE inhibitors reduce morbidity and mortality in patients with left ventricular dysfunction and CHF, studies indicate that this family of drugs is being underutilized, ~,r' Furthermore, even when used, it is at lower doses than those shown to be effective in randomized trials. However, little is known about why the drug is underused and possibly underdosed and whether physician subspecialty affects the use of ACE inhibitors.
In this issue. Chin et al. provide important information on the underutilization of ACE inhibitors and the possible effects of physicians" speciality on the use of these agents. In their Brief Report. the authors performed a retrospective analysis of 214 outpatients with decreased systolic function treated at an urban medical center, r They compared patients under the care of cardiologists versus generalist physieimls versus a combination of both. Regardless of specialty, approximately 75% of physicians" patients were taking an ACE inhibitor. This percentage is higher thin1 previous reports, which indicated that ACE inhibitors are used in only 30 40(Yo of patients with heart failure, s How ever. only 60o/0 were taking doses that were proven to be efficacious in randomized trials, r
The major limitation of this retrospective study is that the indications for therapy were not measured. The gener alist physicians" patients were more likely to have hyper tension thin1 the cardiologists' patients, This difference might indicate that the ACE inhibitors were being used for different indications: hypertension for generalists' patients and CHF for cardiologists" patients, It is difficult, therefore, to conclude that generalist physicians use ACE in hibitors to treat heart failure the same way as cardiolo gists. Although patients of generalists tended to be on higher doses of ACE inhibitors, this may also indicate that generalists were using higher doses to treat higher blood pressure (as indicated by their patients" higher blood pressures) and that cardiologists were using lower doses to treat CHF in patients who were unable to tolerate adequate dosing.
In contrast to the results of this study, the authors' first study demonstrated differences in knowledge about the indications for ACE inhibitors among specialists/This national survey of cardiologists, internists, and family practitioners used four clinical vignettes of patients with left ventricular dysfunction to assess the use of ACE inhibitors. The four vignettes reflected the categories of patients that have been shown in randomized clinical trials to bene fit from ACE tnhibitors. Cardiologists were statistically more likely to choose ACE inhibitors in these vignettes than other specialists (albeit with similar preferences for patients with chronic heart failure). Interestingly. cardiologists rated original research and review articles as more important in making decisions than the other specialists, They were also more likely to titrate the ACE inhibitor to a specific dose while the generalists aimed for relief of symp toms and signs of CHF,
The conclusions drawn from this second study are limited by the low response rate (58%), which could both introduce bias mid limit the generalizability of the findings, The direction of any possible biases are difficult to predict. Even with similar response rates between spe cialty groups, there may have been differences in the way cardiologists mid other physicians responded, The overall low response rate also limits generalizabffity. For example, because nonresponders were less likely to be board certified. responders may represent a group with more knowledge of recent studies, thus overestimating use in this study,
